Background: Although there has been a considerable reduction in the infective causes of ocular morbidity, the global burden of blindness has not significantly altered for over a decade.
Introduction
The estimated number of visual impaired people worldwide is 161 million of whom thirty seven million are blind and 124 million have low vision. The important causes of blindness are cataract, followed by glaucoma and age-related macular degeneration (WHO, 2002) .
India has 6.7 million blind people. The estimated national prevalence of blindness (VA < 3/60) in general population is 0.7 %. Andhra Pradesh, Bihar, Madhya Pradesh, Uttar Pradesh, Maharashtra and Tamil Nadu contribute nearly two-third cases of blindness in India. Blindness is more common in rural areas, female gender, and the poor (WHO, 2002) . The major reasons for the high prevalence of ocular morbidity in India may be increasing life expectancy, significantly more people aged above 40 years, poor access to eye care facilities in rural areas, misconceptions about cataract surgery, com-promised water quality and environmental conditions, and lack of effective eye health education program (NPCB India 1998 .
Data regarding the prevalence of ocular morbidity among rural inhabitants is scarce. Such studies will be beneficial in formulating programs to further reduce the burden of visual impairment. With this background, the present study was conducted in the rural areas of Allahabad district to find the extent of ocular morbidity in different subgroups in the study population and identify the factors associated with ocular morbidity.
Materials and methods
This cross-sectional study was conducted in the rural areas of district Allahabad. A multistage random sampling technique was adopted to select the study subjects. Out of three regions, trans-Ganga (rural), city (urban) and trans-Yamuna (rural) All members in the households of selected villages were surveyed and comprised study unit. The study tools used for survey were measuring tape, weighing machine, torch, stethoscope, Anaeroidmeter Snellen's chart, ophthalmoscope, and tonometer. The information was collected using predesigned, pretested questionnaires on background characteristics like age, gender, socioeconomic status and education. The general medical history was collected and all respondents were examined clinically for ocular morbidity. The persons having ocular problems were referred to an ophthalmic specialty hospital (Manohar Das Eye Hospital, Allahabad) for confirmation of diagnosis and further treatment.
Modified Prasad's classification was applied for assessing socioeconomic status (Agarwal, 2008) . The WHO definition for blindness i.e. social blindness (VA< 3/60 or its equivalent in the better eye with best corrected visual acuity) was used.
The data was analyzed with the help of SPSS (12.0) software and the Chi-square test was used to know the level of significance.
Results
Out of 9736 individuals surveyed, 5170 were males and 4566 were females. There were 5074 literates and 4662 illiterates in the study population. Out of the 1602 households surveyed, the majority (673, 42.01 %) belonged to lower socioeconomic class, followed by lower-middle (420, 26.22 %), middle (258, 16.10 %), upper-middle (206, 12.86 %) and upper classes (45, 2.81 %), as per modified Prasad's classification.
Total number of individuals identified with eye diseases was 933 (9.56 %). Six hundred and seventy seven individuals (6.95 %) had social blindness (visual acuity < 3/60). Out of total 931 cases, 390 (41.89 %) had cataract, 201 (21.59 %) had refractive errors, 95 (10.20 %) had xerophthalmia, 45 (4.83 %) had glaucoma and 44 (4.73 %) had infective diseases of eye. Table 1 shows the distribution of respondents with eye diseases by age. Ocular morbidity was highest (40.92 %) among those aged above 60 years of age and lowest (13.86 %) among those aged between 20-39 years, the difference being statistically significant (p-value <.001). Thus an increasing trend with age was observed. Nepal J Ophthalmol 2012; 4 (7) : [49] [50] [51] [52] [53] Table 2 shows the distribution of respondents with eye diseases according to gender. Ocular morbidity was more among females (53.60 %) as compared to males (46.40 %), the difference being statistically significant (p-value <.001). Table 3 shows distribution of respondents with eye diseases by literacy status. Ocular morbidity was found to be significantly higher (p-value <.001) among the illiterates (69.50 %) than the literate ones (30.50 %). 
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Discussion
In the present study cataract (41.89 %) was identified as the most common cause of ocular morbidity followed by refractive errors (21.59 %), xerophthalmia (10.20 %) and glaucoma (4.83 %). Our observations are compatible to those reported by Haq et al (2009) in their study conducted in North India, where the overall prevalences of cataract, refractive errors and glaucoma were found to be 21.7 %, 25.0 % and 0.9 % respectively. Similar findings have also been reported by a study conducted in south India by (Dandona & Dandona, 2001) where cataract and refractive errors were responsible for 60.3 % of blindness and 85.7 % of moderate visual impairment. Similar results were also observed in a study carried out in a Brazilian population by Schellini et al (2009) , where refractive errors and cataract contributed to over 85 % of presenting visual impairment and over 60 % of WHO-defined visual impairment. Surveys carried worldwide have reported cataract a major cause of blindness (Hodge, 1995) . Previous studies carried in India have shown similar trends. (Murthy et al 2001 , Nirmalan et al 2002 , Thulasiraj et al 2003 .
The prevalence of ocular problems significantly increased with age in our study. Similar trends were reported by Haq et al (2009) . Schellini et al (2009) observed higher prevalence of cataract (50.0 %) above 50 years in age group as compared to 21-50 years (3.2 %) and below 20years (0.0 %) age groups. Increasing age was also associated with higher risk of blindness in the South Indian study (Dandona & Dandona, 2001 ).
Ocular morbidity was more among females as compared to males in this study. Similar trends were reported by World Bank assisted cataract blindness control project (NPCB India, 2002) . Dandona & Dandona (2001) also reported similar preponderance. On the contrary cataract and refractive error were not significantly related to gender in the studies conducted in North India and South India (Haq et al, 2009; Raju et al, 2004) . In another study conducted in Indonesia no significant difference between the two sexes was found (Saw et al, 2002) .
Ocular morbidity was found to be significantly higher among the illiterates than the literate ones in the current study. Haq et al (2009) also reported that the prevalence of cataract was highest in illiterates and decreased with increasing levels of education (P < 0.001).
Our study reveals that the ocular health problems were found to be significantly higher in the lower socio economic strata as compared to those be-longing to upper classes. Decreasing socioeconomic status was associated with higher risk of blindness as reported by Dandona & Dandona (2001) .
Conclusion
The ocular problems in the rural areas of the district were highly prevalent and ocular morbidity favored the elderly, female gender, illiterates, and those belonging to lower socioeconomic strata. Cataract and non-corrected refractive errors were responsible for the majority of cases of blindness and low vision in the study population. A focus on operative intervention in the case of cataract and the optical correction of refractive error will significantly alleviate the burden of ocular morbidity and visual impairment. This will be facilitated by greater access to refraction services and a rejuvenation of government funding for the provision of cataract surgery and control of nutritional blindness in children.
